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Lars Erik Kristensen1 and Lennart Jacobsson5Abstract
Background: Ankylosing Spondylitis (AS) is a chronic inflammatory disease with onset in young adults, but little is
known about the prevalence in older age groups. Furthermore, there is very limited information of health status of
elderly patients with AS. Our objective was to estimate the prevalence of moderate to severe radiographic
sacroiliitis in elderly men and its impact on health.
Methods: A cross-sectional, population-based survey, that included 1005 men aged 69-81 years old, with the
primary aim to study risk factors for osteoporosis (MrOS), was used. X-rays of the pelvis and spine were done for
the whole population and then examined by two readers. The prevalences of grade 3-4 sacroiliitis, syndesmophytes
and spondylophytes were ascertained. Using a self-administered questionnaire, information was obtained on
physical activity (PASE), functional status (IADL items), health related quality of life - QoL (SF-12) and back pain
(pain question, Quebec Pain Disability Scale items).
Results: Fourteen cases with grade 3-4 sacroiliitis were identified, corresponding to a prevalence of 1.4% (95%CI:
0.7-2.4). Eight of the patients with sacroiliitis had both AS-typical and degenerative changes in the spine, 4 had
only degenerative changes and 2 had only AS-related changes. There were no statistically significant differences
between those with and without radiographic sacroiliitis regarding demographics, anthropometric measures,
smoking status or health status, reflected by measures on physical activity, functional status, health related QoL
and back pain.
Conclusions: The prevalence of moderate to severe radiographic sacroiliitis was estimated to be 1.4% among
elderly men in Sweden. Self-reported health was only slightly different in those with sacroiliitis, suggesting that
the relative impact of AS is modest in this age group.Background
Ankylosing Spondylitis (AS) is a chronic inflammatory
disorder primarily involving the sacroiliac (SI) joints and
the axial skeleton. It is the prototype disease of a large
disease family named Spondyloarthrities (SpA) [1]. The
first spondyloarthritis symptom occur in about 80% of
patients before the age of 30 and less than 5% of patients
present with the disease after the age of 45 years [2].
The male: female ratio is about 2:1 [2].* Correspondence: sofiaexar@hotmail.com
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reproduction in any medium, provided the orThe hallmark for the diagnosis of AS, according to the
modified New York (mNY) criteria has been the detec-
tion of sacroiliitis by plain radiographs [3]. Sacroiliitis is
graded as 0-4 (normal, suspicious changes, minimal
abnormality, unequivocal abnormality, total ankylosis).
Sacroiliitis at least grad 2 bilaterally or grade 3 unilaterally,
and simultaneously the presence of either chronic inflam-
matory back pain, restricted spinal mobility or chest expan-
sion is needed for the diagnosis to be made according
to those criteria [3].
The recognition of structural changes in sacroiliac joints
is a challenge and requires expertise and experience,
because of the complex anatomy of the sacroiliac joints,
the two-dimensional capacity of conventional radiographyal Ltd. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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age. In line with this, inter- and intra-observer variations
have been reported to be large, especially with regard to
grades 1 and 2, while the concordance rates were higher if
the SI-joints were definitely normal (grade 0) or definitely
abnormal (grade 4) [4].
Different study designs have been used in the available
studies on the prevalence of AS. Some studies screened
HLA-B27-positive and negative blood donors [5-8] or
the patients’ relatives [9]. Other studies used hospital
records [10,11], registry data [12-14] or population sur-
veys [15-22]. Most of the population-based studies
proceed from identifying the subjects with joint or back
pain to the identification of people with radiographically
verified AS. Considering the fluctuating nature of the
disease associated symptoms and the relatively long lag
time between symptoms onset and diagnosis, underes-
timation of the real prevalence is a risk, when using this
approach.
The prevalence of AS is strongly dependent on the
prevalence of HLA-B27 in a given population. Preva-
lence estimates of 0.03–1.8% have been described for
AS, with most of these data coming from Europe
[5,10-21,23]. Current estimates for the prevalence of
AS in the United States (US) range between 0.2% -
0.5% [24].
There are only a few population studies on the preva-
lence of radiographic sacroiliitis. A high prevalence was
found in the adult males of the Haida Indians and other
Native American tribes [25]. The results from the first
National Health and Nutrition Examination Survey
(NHANES I), a population based study performed be-
tween 1970 and 1975 in the US, indicated that the
prevalence of severe to moderate radiographic sacroiliitis
in men was 7.3/1000 for ages 25–74 years and in women
3.0/1000 for ages 50–74 years [26,27].
Prevalence studies that have been based on a sequen-
tial approach identifying subjects having disease by the
presence of symptoms with later confirmation with
radiographs, have suggested decreasing prevalence over
the age of 65 [17,21]. Similar results have been found in
studies based on hospital records [11] and registries
[13]. Whether such a decline is due to decreasing symp-
toms of Spondyloarthritis with age or an overshadowing
increase in degenerative back problems and other
comorbidities is not clear, since there is very limited
information of health status of elderly patients with AS
or other types of SpA.
The aim of the present study was to investigate the
prevalence of moderate to severe (grade 3 and 4) radio-
graphic sacroiliitis among men aged 69-81 years and in
addition to compare the health status in this group
with that of men of similar age from the same popu-
lation survey.Methods
Study population
The population in the present study is collected from
the MrOS (Mister Osteoporosis) Sweden cohort [28].
MrOS Sweden is part of an international, multi-center,
prospective, longitudinal, observational study with pri-
mary aim to identify risk factors for osteoporosis and
fractures (vertebral and non-vertebral) in old men, and
was additionally designed to determine how fractures
affect quality of life in men [29]. The study was con-
ducted in three Swedish cities, Uppsala (n = 999), Malmo
(n = 1005) and Gothenburg (n = 1010) and was per-
formed in accordance with the Declaration of Helsinki.
The ethics committee of Lund, Sweden, approved the
study and all participants gave written informed
consent [28].
The MrOS Malmo Study enrolled 1005 men, aged
69–81 years, between October 2001 and December
2004. Invitations were sent by mail to 2065 men who
were living in Malmo and who were randomly selected
from the national population registry resulting in an atten-
dance rate of 48.7% [30].
Based on the inclusion criteria for the MrOS study,
the participants should be able to walk without the
assistance of another person, had not undergone
bilateral hip replacement operation, be able to provide
self-reported data, be able to understand and sign an
informed consent and not suffer from a medical condi-
tion that (in the judgment of the investigator) would
result in imminent death [29].
Assessment of sacroiliitis and spinal changes
Spinal radiographs and radiographs of the pelvis
including both hip-joints were obtained for all the
participants. For the spinal images, the participants
were placed on their left side in the lateral position
and the images included the vertebra from T2 to S1.
An experienced radiologist (IRJ) screened and scored
the anteroposterior pelvic radiographs for sacroiliitis.
The cut-off for a positive x-ray was unilateral sacroi-
liitis grade 3, as defined by mNY criteria [3], because
of the expected poor inter- and intra-observer con-
cordance in grades 1 and 2 [4]. An additional reader
(SE) reviewed the positive x-rays blinded for the pri-
mary scoring. There were no discordances between
the two readers. The images where sacroiliitis was
present were then reviewed by both readers for the
presence of AS-related changes (syndesmophytes and
bridges) and degenerative changes (spondylophytes
and bridges). In consistence with previous proposals,
the AS-related changes (syndesmophytes and bridges)
were defined by a horizontal growth angle of <45° to the
anterior vertebral side [31,32]. The spinal discs were only
qualitively evaluated since to our knowledge, there is not a
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disc degeneration.
Self-reported measures
Information on demographics, anthropometrics, lifestyle,
physical activity, functional status, health-related quality
of life and back-health were obtained from a self-admin-
istered questionnaire.
Physical Activity was assessed by the Physical Activity
Scale for the Elderly (PASE) questionnaire which con-
sists of self-reported occupational, household and leisure
activities items commonly engaged in by elderly persons
[33]. It is a valid method to classify healthy elderly
people into levels of physical activity [34]. PASE scores
may range from 0 to 400 or more. Higher scores indicate
a higher level of physical activity. The instructions for
use and scoring given in the PASE Administration and
Scoring Manual were followed [35].
Functional status was assessed with the use of two
questions (being able to 1. walk two to three blocks
outside on level ground and 2. climb 10 steps unassisted
and without using special aids) from the instrumental
activities of daily living (IADL) questionnaire [36].
The Short Form Health Survey (SF-12) was used to
measure perceived health and health-related quality of
life (QoL) that describes the degree of general physical
health status and mental health distress. Separate
summary scores are obtained for each of the physical
(physical component score, PCS12) and mental (mental
component score, MCS12) domains. Both PCS12 and
MCS12 can range between 0-100 (mean 50 ± 10). Higher
scores indicate higher levels of health [37].
History of any back pain in the last 12 months was
assessed with a direct question (yes/no). Secondly, five
items from the Quebec Pain Disability Scale were used,
in which participants reported on difficulties with bend-
ing down to pick up lightweight objects, putting socks
on either foot, getting in or out of the front seat of a car,
standing for 2 hours, or sitting for 30 minutes because
of back pain.
Analysis of non-participants
In order to address a potential selection bias and assess
the generalizability of the results of this study to the whole
male population of this age group, we obtained comple-
mentary permission from the local ethics committee, to
conduct an analysis of non-participants (n = 1060). Diag-
noses codes (ICD10) from out-patient visits to physicians
and hospitalization for cardiovascular disease (CVD),
stroke, diabetes, chronic obstructive pulmonary disease
(COPD), AS/SpA and rheumatoid arthritis (RA) were
identified for the whole population (n = 2065) for the year
of invitation to the study using the population based
Regional Outpatient and Inpatient Health Care Registry[38] and a comparison between those enrolled in the study
and those who did not participate was carried out.
Statistical methods
All statistical analysis was conducted using SPSS software.
In descriptive analyses, distributions of baseline charac-
teristics, physical activity score (PASE), functional status
(IADL), Quality of Life (SF-12) and pain characteristics
(any pain, Quebec items) between men with and without
evident radiographic sacroiliitis, were estimated using
Mann Whitney U non-parametric test for continuous
variables and Chi- 2 or Fisher’s exact test for categorical
variables. P-values < 0.05 were considered significant.
Results
Prevalence
Fourteen cases with moderate to severe (grade 3-4)
radiographic sacroiliitis were identified corresponding to a
prevalence of 1.4% (95% confidence interval - CI: 0.7-2.4).
There were 7 with sacroiliitis grade 3 bilaterally, 4 with
grade 4 bilaterally, 1 with grade 3 involvement at one SI-
joint and grade 4 at the other and only 1 with unilateral
grade 3 involvement (Table 1). The concordance between
the two readers was 100%.
All cases with sacroiliitis had either AS-related
changes, such as syndesmophytes and bridges or degen-
erative changes in the spine radiographs. The majority
(8/14) had both types of changes, 4 only degenerative
changes and 2 only AS-related changes (Table 1).
Among those, two had spinal findings resembling
Diffuse Idiopathic Skeletal Hyperostosis (DISH) (Table 1).
Their SI-joints demonstrated sacroiliitis grade 3 or 4. In
the absence of CT images we were unable to say if they
had a real ankylosis or only ossification of the anterior
surface of the joint and consequently fulfilling the DISH
criteria [39], therefore these cases were included in the
final results.
Demographic information
At baseline there were no significant differences between
men without and those with radiographic sacroiliitis
regarding the age and anthropometric measures such as
height, weight and body mass index (BMI) nor regarding
ethnicity or smoking status (Table 2).
Health status
There were no statistically significant differences be-
tween the two groups with regard to physical activity,
health related quality of life and back pain, although
those with radiographic sacroiliitis tended to have a
higher frequency of back pain, especially when sitting
for more than 30 minutes (Table 3). The majority of
individuals with sacroiliitis did not report major difficul-
ties related to back problems (Table 3).
Table 1 Radiographic sacroiliitis (given as grade 0-4) and spinal radiographic changes given as the number of lesions
in the 14 men with moderate to severe radiographic sacroiliitis respectively
Patient nr Sacroiliitis grade Syndesmophytes Bridges-AS Spondylophytes Bridges-degenerative
1 Grade 3 bilaterally 0 1 2 2
2# Grade 3 bilaterally 1 1 4 7
3 Grade 3 bilaterally 0 4 0 0
4 Grade 4 bilaterally 10 8 2 1
5 Grade 4 bilaterally 0 14 2 0
6 Grade 2 R /Grade 3 L 5 5 8 0
7 Grade 3 bilaterally 0 9 10 0
8 Grade 3 bilaterally 0 0 8 1
9 Grade 4 bilaterally 4 5 1 0
10 Grade 3 bilaterally 0 0 8 0
11# Grade 4 R /Grade 3 L 0 0 17 6
12 Grade 3 bilaterally 0 0 7 4
13 Grade 4 bilaterally 1 8 0 0
14 Grade 4 bilaterally 0 7 11 1
*The number of AS-related changes (syndesmophytes and bridges) and degenerative changes (spondylophytes and bridges) in the spinal radiographs in those
with radiographic sacroiliitis, as defined by the 45° rule. R: Right, L: Left.
#Cases with spinal changes resembling DISH (a. flowing ossification extending over 4 contiguous vertebrae, b. relative preservation of intervertebral disc height in
relation to age).
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A higher frequency for visits among non-participants to the
survey vs. participants with regard to registered ICD10
codes for stroke, diabetes and COPD, and a tendency to-
wards higher rates of CVD was found. However, there were
no apparent differences between the two groups with re-
gard to the frequency of visits due to RA or AS/SpA. Only
one subject among the non-participants had a visit with an
ICD10 code of AS/SpA during the invitation year (Table 4).Table 2 Demographic characteristics in those with and witho
Moderate to severe sacroiliitis (grade




Age (yrs.) 75.5 (72.8-78.4) 76.3
Height (cm) 174.2 (169.4-178.5) 176.9
Weight (kg) 79.5 (72.4-87.7) 80.3
BMI (kg/m2) 26.3 (24.2-28.6) 25.4
No (n, %) Ye
Ethnicity
- Swedish 927 (93.5) 1
- Other 64 (6.5)
Smoking
- Never 306 (30.9)
- Ever 683 (69.1) 1
- Current 108 (15.5)
*IQR: Interquartile range **For ever/never smoking and current/never smoking in th
in the two groups (with and without sacroiliitis).Discussion and conclusion
In the present study the prevalence of moderate to
severe radiographic sacroiliitis was estimated to be 1.4%
among elderly men in Sweden. The cases with radio-
graphic sacroiliitis had similar health status or only a
modest deterioration, compared to controls.
In the NHANES I study [26,27], the prevalence of
moderate to severe radiographic sacroiliitis was estimated
to be 6.0/1000 in men 65-75 years old. Our resultsut evident radiographic sacroiliitis respectively
3 or 4)
s (N = 14)
dian (IQR)







1 (78.6) 0.06 0
3 (21.4)
4 (28.6)
0 (71.4) 1.00** 2/0
1 (10) 1.00** 292/4
ose with and without radiographic sacroiliitis. Cases with missing information
Table 3 Health status in those with and without evident radiographic sacroiliitis respectively
Moderate to severe sacroiliitis (grade 3 or 4)
No (N = 991)
Median (IQR)
Yes (N = 14)
Median (IQR)
p value Cases with missing
information
Physical activity
PASE score 113.5 (75.7-157.2) 131.7 (52.1-171.8) 0.40 146/1
Health related quality of Life
SF-12
- PCS12 50.7 (42.0-55.1) 46.1 (35.9-55.9) 0.56 77/2
- MCS12 57.8 (53.0-60.7) 56.1 (48.4-59.8) 0.59
No (n, %) Yes (n, %)
Functional status
IADL1: Difficulty walking 2-3 blocks without using special aids 122 (12.6) 3 (21.4) 0.41 20/0
IADL2: Difficulty climbing up to 10 steps without resting 92 (9.5) 2 (15.4) 0.36 22/1
History of back pain
Any back pain 550 (55.7) 7 (50.0) 0.79 4/0
Quebec 1: Difficulty bending down to pick up things because
of back pain
243 (24.9) 6 (42.9) 0.13 14/0
Quebec 2: Difficulty putting socks on either foot because of back pain 239 (24.2) 5 (35.7) 0.35 5/0
Quebec 3: Difficulty getting in or out of the front seat of a car
because of back pain
229 (23.2) 5 (35.7) 0.34 5/0
Quebec 4: Difficulty standing or walking for 2 hours because of
back pain
319 (40.1) 5 (41.7) 1.00 196/2
Quebec 5: Difficulty sitting in a chair for 30 minutes because of
back pain
103 (10.4) 4 (28.6) 0.05 5/0
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exactly identical. According to the authors, there may be
underestimates due to conservative scoring in the
NHANES I study, and the overall grade for sacroiliitis was
averaged between bilateral sites, which may have diluted
the scores if there was only unilateral changes [26]. More-
over, different grading scales of sacroiliitis were used in
our study [3] and the NHANES I study [27], further
limiting direct comparability of the results.
The present study did not demonstrate any major,
statistically significant, differences in self-perceived health
status between those with and without radiographicTable 4 Morbidities diagnosed during the invitation year






CVD 116 (10.9%) 85 (8.5%) 0.06
Stroke 59 (5.6%) 28 (2.8%) <0.01
Diabetes 86 (8.1%) 44 (4.4%) <0.001
COPD 51 (4.8%) 16 (1.6%) <0.0001
AS 1 (0.1%) 0 (0.0%) 1.00
RA 4 (0.4%) 4 (0.4%) 1.00sacroiliitis, although the small number of cases limits
statistical power for formal testing. The finding that the
majority of those with sacroiliitis did not report major
impairment may have several explanations, including
that there is only moderate correlation between syn-
desmophytes on one hand and function and stiffness
on the other [40,41] and that the presence of isolated
sacroiliitis in itself may not be clearly associated with
function [42]. Furthermore it has also been demon-
strated that degenerative changes, e.g. Diffuse Idiopathic
Skeletal Hyperostosis (DISH) are not associated with
reduced physical activity and health-related QoL or
higher level of back pain [43]. In addition, it may be
as suggested by others that the proportion of male
patients with AS who report severe pain decreases
with increasing disease duration [44], possibly due to
a decreasing component of active spinal inflammation
with increasing age.
Strengths of our study include the population based
approach, the standardized radiographic examination of
the whole study population and the registry based
evaluation of diagnoses in participants as well as non-
participants. We specifically addressed health status
among older men, where data in the literature are
sparse.
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large proportion of non-participants. This led us to
perform a secondary registry based evaluation of non-
participants. As expected, our analysis revealed higher
proportions with a health care visit with ICD-codes
for CDV, Stroke, Diabetes and COPD among non-
participants. However, there were no differences between
the groups with regard to RA or AS/SpA, supporting the
validity of our prevalence estimates.
Another limitation may be that we did not evaluate
the prevalence of grade 2 sacroiliitis or clinical manifes-
tations, which would have enabled definition of AS
according to the modified New York Criteria. As a result
the prevalence rate estimated in this study is not directly
comparable to those of previous studies on prevalence
of AS/SpA. Thirdly, the low number of cases with
sacroiliitis hampers the possibilities to detect small
group differences.
To sum up, we estimated the prevalence of moderate
to severe (grade 3-4) radiographic sacroiliitis to 1.4% in
a population of elderly men in Sweden. Self-reported
health was only slightly different in those with sacroilii-
tis, suggesting that the relative impact of radiographic
sacroiliitis is modest in this age group.
Abbreviations
MrOS: Mister osteoporosis; PASE: Physical activity scale for the elderly;
IADL: Instrumental activities of daily living; SF-12: Short form health survey;
PCS: Physical component score; MCS: Mental component score;
AS: Ankylosing spondylitis; SpA: Spondyloarthritis; mNY: Modified New York;
NHANES: National Health and Nutrition Examination Survey; RA: Rheumatoid
arthritis; DISH: Diffuse idiopathic skeletal hyperostosis.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
SE, LJ, CT, and LEK participated in the study design and in writing the
manuscript. MK, DM, CO and IRJ participated in the MrOS study design and
data collection. IRJ and SE participated in the reading of x-rays. SE analyzed
the data and wrote the manuscript under the supervision of LJ. SE, IRJ, MK,
DM, CO, CT, LEK and LJ interpreted the data and critically reviewed the
paper. All authors read and approved the final manuscript.
Acknowledgements
The present study was funded by Lund University and the Swedish
Rheumatism Association.
Author details
1Department of Clinical Sciences, Lund University, Malmö, Sweden.
2Department of Radiology, Skåne University Hospital, Lund, Sweden.
3Department of Orthopedics and Molecular Osteoporosis Research Unit,
Skåne University Hospital, Malmö, Sweden. 4Center for Bone and Arthritis
Research at the Sahlgrenska Academy, Sahlgrenska University Hospital,
Gothenburg, Sweden. 5The Sahlgrenska Academy, University of Gothenburg,
Rheumatology anf Inflammation Research, Institute of Medicine, Gothenburg,
Sweden. 6Rheumatological Department, University Hospital of Skåne, Inga
Marie Nilssons gata 32, 205 02 Malmö, Sweden.
Received: 15 September 2013 Accepted: 9 December 2013
Published: 13 December 2013
References
1. Dougados M, Baeten D: Spondyloarthritis. Lancet 2011, 377(9783):2127–2137.2. Feldtkeller E, Bruckel J, Khan MA: Scientific contributions of ankylosing
spondylitis patient advocacy groups. Cur opin rheumatol 2000,
12(4):239–247.
3. van der Linden S, Valkenburg HA, Cats A: Evaluation of diagnostic criteria
for ankylosing spondylitis. A proposal for modification of the New York
criteria. Arthritis rheum 1984, 27(4):361–368.
4. van Tubergen A, Heuft-Dorenbosch L, Schulpen G, Landewe R, Wijers R,
van der Heijde D, van Engelshoven J, van der Linden S: Radiographic
assessment of sacroiliitis by radiologists and rheumatologists: does
training improve quality? Ann rheum dis 2003, 62(6):519–525.
5. Braun J, Bollow M, Remlinger G, Eggens U, Rudwaleit M, Distler A, Sieper J:
Prevalence of spondylarthropathies in HLA-B27 positive and negative
blood donors. Arthritis rheum 1998, 41(1):58–67.
6. Calin A, Fries JF: Striking prevalence of ankylosing spondylitis in "healthy"
w27 positive males and females. N Engl j med 1975, 293(17):835–839.
7. Cohen LM, Mittal KK, Schmid FR, Rogers LF, Cohen KL: Increased risk for
spondylitis stigmata in apparently healthy HL-AW27 men. Ann intern med
1976, 84(1):1–7.
8. Christiansen FT, Hawkins BR, Dawkins RL, Owen ET, Potter RM:
The prevalence of ankylosing spondylitis among B27 positive normal
individuals–a reassessment. Journal rheum 1979, 6(6):713–718.
9. van der Linden SM, Valkenburg HA, de Jongh BM, Cats A: The risk of
developing ankylosing spondylitis in HLA-B27 positive individuals.
A comparison of relatives of spondylitis patients with the general
population. Arthritis rheum 1984, 27(3):241–249.
10. Bakland G, Nossent HC, Gran JT: Incidence and prevalence of ankylosing
spondylitis in Northern Norway. Arthritis rheum 2005, 53(6):850–855.
11. Alamanos Y, Papadopoulos NG, Voulgari PV, Karakatsanis A, Siozos C,
Drosos AA: Epidemiology of ankylosing spondylitis in Northwest Greece,
1983-2002. Rheumatology (Oxford) 2004, 43(5):615–618.
12. Kaipiainen-Seppanen O, Aho K, Heliovaara M: Incidence and prevalence of
ankylosing spondylitis in Finland. J heum 1997, 24(3):496–499.
13. Haglund E, Bremander AB, Petersson IF, Strombeck B, Bergman S, Jacobsson
LT, Turkiewicz A, Geborek P, Englund M: Prevalence of spondyloarthritis
and its subtypes in southern Sweden. Ann rheum dis 2011, 70(6):943–948.
14. Hanova P, Pavelka K, Holcatova I, Pikhart H: Incidence and prevalence of
psoriatic arthritis, ankylosing spondylitis, and reactive arthritis in the first
descriptive population-based study in the Czech Republic. Scand j rheum
2010, 39(4):310–317.
15. Johnsen K, Gran JT, Dale K, Husby G: The prevalence of ankylosing spondylitis
among Norwegian Samis (Lapps). J rheum 1992, 19(10):1591–1594.
16. Gran JT, Husby G, Hordvik M: Prevalence of ankylosing spondylitis in
males and females in a young middle-aged population of Tromso,
northern Norway. Ann rheum dis 1985, 44(6):359–367.
17. Saraux A, Guillemin F, Guggenbuhl P, Roux CH, Fardellone P, Le Bihan E,
Cantagrel A, Chary-Valckenaere I, Euller-Ziegler L, Flipo RM, et al: Prevalence
of spondyloarthropathies in France: 2001. Ann rheum dis 2005,
64(10):1431–1435.
18. Gomor B, Gyodi E, Bakos L: Distribution of HLA B27 and ankylosing
spondylitis in the Hungarian population. J rheum Suppl 1977, 3:33–35.
19. De Angelis R, Salaffi F, Grassi W: Prevalence of spondyloarthropathies in
an Italian population sample: a regional community-based study. Scand j
rheum 2007, 36(1):14–21.
20. Anagnostopoulos I, Zinzaras E, Alexiou I, Papathanasiou AA, Davas E,
Koutroumpas A, Barouta G, Sakkas LI: The prevalence of rheumatic
diseases in central Greece: a population survey. BMC musculoskelet dis
2010, 11:98.
21. Trontzas P, Andrianakos A, Miyakis S, Pantelidou K, Vafiadou E, Garantziotou
V, Voudouris C: Seronegative spondyloarthropathies in Greece:
a population-based study of prevalence, clinical pattern, and
management. The ESORDIG study. Clin rheum 2005, 24(6):583–589.
22. Bruges-Armas J, Lima C, Peixoto MJ, Santos P, Mendonca D, da Silva
BM, Herrero-Beaumont G, Calin A: Prevalence of spondyloarthritis in
Terceira, Azores: a population based study. Ann rheum dis 2002,
61(6):551–553.
23. Sieper J, Rudwaleit M, Khan MA, Braun J: Concepts and epidemiology of
spondyloarthritis. Best pract res Clin rheum 2006, 20(3):401–417.
24. Carbone LD, Cooper C, Michet CJ, Atkinson EJ, O'Fallon WM,
Melton LJ 3rd: Ankylosing spondylitis in Rochester, Minnesota,
1935-1989. Is the epidemiology changing? Arthritis rheum 1992,
35(12):1476–1482.
Exarchou et al. BMC Musculoskeletal Disorders 2013, 14:352 Page 7 of 7
http://www.biomedcentral.com/1471-2474/14/35225. Gofton JP, Bennett PH, Smythe HA, Decker JL: Sacroiliitis and ankylosing
spondylitis in North American Indians. Ann rheum dis 1972, 31(6):474–481.
26. Reveille JD: Epidemiology of spondyloarthritis in North America. Am j
med sci 2011, 341(4):284–286.
27. Maurer K: Basic data on arthritis knee, hip, and sacroiliac joints in adults
ages 25-74 years. Vital health stat 11 1979, 213:1–31.
28. Mellstrom D, Johnell O, Ljunggren O, Eriksson AL, Lorentzon M, Mallmin H,
Holmberg A, Redlund-Johnell I, Orwoll E, Ohlsson C: Free testosterone is
an independent predictor of BMD and prevalent fractures in elderly
men: MrOS Sweden. J bone min res 2006, 21(4):529–535.
29. Orwoll E, Blank JB, Barrett-Connor E, Cauley J, Cummings S, Ensrud K,
Lewis C, Cawthon PM, Marcus R, Marshall LM, et al: Design and baseline
characteristics of the osteoporotic fractures in men (MrOS) study–a large
observational study of the determinants of fracture in older men.
Contemp clin trials 2005, 26(5):569–585.
30. Johansson H, Oden A, Kanis J, McCloskey E, Lorentzon M, Ljunggren O,
Karlsson MK, Orwoll E, Tivesten A, Ohlsson C, et al: Low bone mineral
density is associated with increased mortality in elderly men: MrOS
Sweden. Osteoporos int 2011, 22(5):1411–1418.
31. Baraliakos X, Listing J, Rudwaleit M, Haibel H, Brandt J, Sieper J, Braun J:
Progression of radiographic damage in patients with ankylosing
spondylitis: defining the central role of syndesmophytes. Ann rheum dis
2007, 66(7):910–915.
32. Baraliakos X, Listing J, Buschmann J, von der Recke A, Braun J: A comparison
of new bone formation in patients with ankylosing spondylitis and patients
with diffuse idiopathic skeletal hyperostosis: a retrospective cohort study
over six years. Arthritis rheum 2012, 64(4):1127–1133.
33. Washburn RA, Smith KW, Jette AM, Janney CA: The Physical Activity Scale
for the Elderly (PASE): development and evaluation. J clin epidemiol 1993,
46(2):153–162.
34. Schuit AJ, Schouten EG, Westerterp KR, Saris WH: Validity of the Physical
Activity Scale for the Elderly (PASE): according to energy expenditure
assessed by the doubly labeled water method. J clin epidemiol 1997,
50(5):541–546.
35. New England Research Institutes: Physical Activity Scale for the Elderly (PASE).
http://neriscience.com/Products/ProductDetail/tabid/212/smid/674/
ArticleID/45/Default.aspx.
36. Lawton MP, Brody EM: Assessment of older people: self-maintaining and
instrumental activities of daily living. Gerodontology 1969, 9:179–186.
37. A community for measuring health outcomes using SF tools. http://www.sf-36.org.
38. National Board of Health and Welfare: The National Patient Register. http://
www.socialstyrelsen.se/register/halsodataregister/patientregistret/inenglish.
39. Resnick D, Niwayama G: Radiographic and pathologic features of spinal
involvement in diffuse idiopathic skeletal hyperostosis (DISH).
Radiology 1976, 119(3):559–568.
40. Machado P, Landewe R, Braun J, Hermann KG, Baker D, van der Heijde D:
Both structural damage and inflammation of the spine contribute to
impairment of spinal mobility in patients with ankylosing spondylitis.
Ann Rheum Dis 2010, 69(8):1465–1470.
41. Landewe R, Dougados M, Mielants H, van der Tempel H, van der Heijde D:
Physical function in ankylosing spondylitis is independently determined
by both disease activity and radiographic damage of the spine.
Ann Rheum Dis 2009, 68(6):863–867.
42. Poddubnyy D, Sieper J: Radiographic progression in ankylosing
spondylitis/axial spondyloarthritis: how fast and how clinically
meaningful? Curr Opin Rheumatol 2012, 24(4):363–369.
43. Holton KF, Denard PJ, Yoo JU, Kado DM, Barrett-Connor E, Marshall LM:
Diffuse idiopathic skeletal hyperostosis and its relation to back pain
among older men: the MrOS Study. Semin Arthritis Rheum 2011,
41(2):131–138.
44. Feldtkeller E, Khan MA, van der Heijde D, van der Linden S, Braun J:
Age at disease onset and diagnosis delay in HLA-B27 negative vs.
positive patients with ankylosing spondylitis. Rheumatol Int 2003,
23(2):61–66.
doi:10.1186/1471-2474-14-352
Cite this article as: Exarchou et al.: The prevalence of moderate to severe
radiographic sacroiliitis and the correlation with health status in elderly
Swedish men – The MrOS study. BMC Musculoskeletal Disorders 2013 14:352.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
